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F Qoo | INITIAL COMMENTS F 000
Mo deficiencies cited as a result of the complaint
invastigation survey on 4/23/2015 Event 580 11
Intake 105402,
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F a2
as=0 | DEPENDENT RESIDENTS
A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, greoming, and personal 1. Mall care was immediately provided to tha
and oral hygiene. affected resident, (#63) Care plan for

Rezident #63 was reviewed and updated,

2. A faciity wide audit was conducted on all

This REQUIREMEMNT is not met as evidenced the residents in the building to ensure there
By . were no other affected residents.

Based on observation, record review and staff

and rasident interviews, tha facility falled to . 3, Staff Development Coordinator will provide
provide nafl care for ona of thirly five residents education on the policy and precedure
sampled (Res. #63). for providing nali care by 5/8/2015.

Findings includesd:

4, TheStaff Development Coordinator, Unit
Manager and Assistant Director of Nursing
wiil audit 5 residents requiring assistance
with mall care to ensure nail care is completed
based on the residents individual needs
wizekly times 4 weaks, and then monthly
times 4 months, The results of the audits
will be reported monthly times 4 months.
The results of the audits will be reported
mienthly times 3 during the Performance
Improvemnent Committee for adjustments

Resgldent #53 was admitted on 6M12/2014.

The admission Minimum Data Sat (MDS) dated
6/13M14 noted Resident #83 to be in}act for
cognition and needed sxtensive to total
asslstance for all Activities of Daily Living (ADLs),
with the physical assistancs of one parson,

The care plan dated 6/ 3/2014 noted a focus of
ADL seif-care performance deficit with a goal the
resident will improve their current level of
functioning from extensive / total o limited / as needed.
extensive through the next review. The P ——
intervantions included: Bathing: Check nail length
and trim and clean on bath day and as necassary.
Report any changas to the nurse. .

I..HE‘GTT DIRECT R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE Tl:l'LE _I:KG}}ATE
] Adminstrudn 585

Ay defickency slatememtndhg with an asterisk (*) denotas a deficlency which the instliulon may be excused from comrecting providing it is determined fhat
olhver safeguards provide Sufficlent protection o the patiantz . (See Instructions.) Excapt for raursing homes, the findings siated above am disclosabie 30 days
tollowing the date of survey whedhar or not a plan of correction is provided. For mersing homes, the above findings and plans of correction ara disclosable 14
days fofiowing the date fese docuranis ars mada avallable to the facllity. I defidencles are cited, an approved plan of corraction |5 reguisite lo conlimeed
program parlicipston,
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On 4/21/15 at 9:48 AM, Rasident #33 siated he
had his beth that moming. The residant's
fingemails were all long with light brown matter
underneath, Resident #53 stated he did not like
his nails 5o long, but he had trouble clipping his
nails.

On 42215 at 10:30 AM Resident #63 was
observad in his wheel chair, with clean clothes
an. Resident #63 stated he had received his bath,
Resident #53 ' = nalls wers long and had light
brown matier undameath.

On 42315 at 10:00 AM Resident #53 was
obsarved in bed. Resident #83 had long
fingemails with light brown matter undemeath,
Resident #63 stated he hoped soemeons would
clip his nails, but no one had.

At 10010 AM on 4023/15, In an infarview, Nursa
Alde (MA) #1 stated that ADL care consisted of a
bath or showsr, hair care, nail care, oral care and
dressing. MA#1 stated she could irim res nails if
they were not diabetic, in which case, the nurse
must trim the nails.

At 10:20 AM on 4/23/15, in an interview, the
Director of Mursing {(DON) stated her expectation
was ADL care would be a bath or shower, shave,
hair care, nail care, oral care and dressing, and
the resident woukd be treated with respact.

At 10:40 AM on 4/23/15, in an interview, NAZ2
stated ADL care was g bath or shower, nail care,
oral care, hair cara, along with dréssing.

04/23/2015 at 11:26:60 AM, in an interview, the
administrator stated his expectation was all
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residents would receive proper ADL care,
including a bath, grooming, hair care, oral care
and nail care.
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